serious public health problems" (Office of the City Clerk, City of Los Angeles, 2008, p. 1).
AUTHORS's study shows that the new regulation has not had any meaningful impact on the proliferation of fast-food restaurants in South LA nor has it had an impact on the obesity and diet-related health disparities in the area. Much to the LA policymakers' disappointment, data from the California Health Interview Survey shows that fast-food consumption and overweight / obesity rates have increased since the new regulation. In fact, AUTHORS show that the increase in combined prevalence of overweight and obesity since the ban has been significantly larger in Los Angeles than elsewhere (AUTHORS, 2015, p. 5-7) . These findings not only contradict expectations based on studies that link obesity with fast food consumption (Stark et al., 2013) and the reduction of obesity with increased penetration of grocery stores (Morland et al., 2006; Larson et al., 2009 ), but demand new conversations about policy, healthy food access, and health disparities.
AUTHORS begin such a discussion by pointing to two reasons why the policy failed to impact obesity levels and/or diets despite expectations. The first is that, although freestanding "fast-food" establishments are appealing targets for policies (Fleishhacker et al., 2013) , the ban was so narrowly defined that it did not affect the rate of new fast-food retailers, only preventing these new fast food restaurants from being established separately from other structures. The second is that the policy likely has the wrong target. AUTHORS confirm an analysis conducted a year after the ban was implemented which found that South LA did not have an increase in concentration of fast food restaurants compared to other areas of LA, but did have an increased concentration of corner stores and an increased consumption of snack foods, compared to other areas (Sturm and Cohen, 2009; AUTHORS, 2015, p. 5-7) . Their findings, rather than support some recent studies that cast doubt on the association between the food environment and obesity and other diet related disparities (An and Sturm, 2012; Hattori et al., 2013) , actually confirms that the food environment remains a significant problem; but redirects the conversation towards the prevalence of convenience stores and population behavior analysis, in all of its socioeconomic complexities, rather than fast-food restaurants alone.
As found by AUTHORS, lower-income urban areas, such as South LA, tend to have a much higher penetration of convenience stores than seen in wealthier areas. Recent studies have related the higher prevalence of obesity and diet-related health disparities among low-income and minority communities to their limited access to healthy foods and to a higher density of fastfood outlets and convenience stores in those areas (An and Sturm, 2012; Hattori et al., 2013) .
The Center for Disease Control (CDC) reports that "low-income and underserved communities often have limited access to stores that sell healthy food, especially high-quality fruits and vegetables" (CDC, Healthy Food Environment). Convenience stores commonly stock packaged and processed foods that do not require refrigeration and have a long shelf life (Sean et al., 2010; Brewster et al., 2015) . For many corner stores, carrying fresh fruits and vegetables is not economically viable (Brewster et al., 2015) .
The proliferation of convenience stores has important implications for how we perceive the category of "food deserts," which has received much attention in recent literature (Beaulac et al., 2009 ; USDA, Creating Access to Healthy, Affordable Food). "Food deserts" have been defined as "areas that lack access to affordable fruits, vegetables, whole grains, low-fat milk, and other foods that make up the full range of a healthy diet, because of the paucity of supermarkets or other healthy food sources" (Beaulac et al., 2009 ). This definition means that food deserts---that is, areas lacking healthy food access---can simultaneously be "food swamps," consisting in a saturation of access to unhealthy food (e.g., fast-food, convenience stores) and nonfood (e.g., gas stations) venues, characterized by calorie-dense and high-sugared food items (Fielding and Simon, 2011) .
The food in these venues is manufactured and processed with a high content of processed carbohydrates, saturated and trans fats, sugar, and salt. The result of such a modern food process is that the foods are more appealing to the palate, have long shelf lives, and inevitably result in a variety of negative health consequences. There is evidence that these foods stimulate the pleasure centers of the brain in much the same way as nicotine and other drugs, resulting in addictive behaviors (Adam and Epel, 2007; Davis et al., 2004) . Evidence convincingly links sedentary lifestyle and reliance on processed foods with obesity, metabolic syndrome, cancer, arthritis, and a variety of other health conditions.
The complex realities of food availability tell us that food deserts do not exist in a vacuum. Not only do food deserts of healthy foods commonly coincide with food swamp of unhealthy foods, but they oftentimes also coincide with education deserts, employment deserts, recreation deserts, and safety deserts. Healthy food access in urban areas is comprised by the complex topology of social landscapes, market forces, transportation systems, and food manufacturing and processing systems (Yamada and Palafox, 2001; Stuckler et al., 2012) . The simple presence of one type of food store or another (such as grocery markets) does not guarantee that the food will be of high quality, affordable, or meet the needs of consumers.
Studies show that healthier foods are more expensive (Aggarwal et al., 2012; Rao et al., 2013) and that grocery stores in low-income areas carry produce of lower quality (Andreyeva et al., 2008) . In areas where the median income is near the poverty threshold many households are faced with the problems of food insecurity and limited access to transportation. People living with food insecurity must rely on nonperishable goods more than those with a greater degree of economic security. Unfortunately, for those with limited access to transportation, corner stores are significantly more expensive than grocery stores, further exacerbating the challenge of food insecurity (Andreyeva et al., 2008) . Areas facing food insecurity are associated with additional health disparities, such as increased rates of allostatic load, depression, obesity, and chronic disease (Gowda et al., 2012; Bronte-Tinkew et al., 2007; Carter et al., 2012 ).
AUTHORS's study adds to the body of literature that suggests that the "food environment" is a much more complex phenomenon than was imagined when policymakers enacted the South LA fast food ban (Stark et al., 2013; Caspi et al., 2012) . Studies that count the number and types of food outlets are unlikely to capture the complexity of the food landscape.
Similarly, narrowly targeted policy interventions, such as the South LA fast food ban, are unlikely to significantly change something as complex as human behavior and the full topology of social and economic realities. In order to begin addressing this complex topology, analyses of food availability, population behavior, and health disparities in low-income communities should include discussions on the role poverty plays in this topology's origin and perpetuation.
For example, one approach that may address the role of poverty more directly is considering policies that would increase wages for fast food and other low-wage workers. It is estimated that more than half (52 percent) of families of fast food workers are receiving one or more type of public assistance. Specifically this translates to an annual average of $1.04 billion in food stamp benefits provided to the families of fast food workers (Allegretto et al., 2013) .
Fast food workers are more likely to live in or near poverty. One in five families live below the poverty line and 43 percent have incomes two times the federal poverty line or less. These low wages continue, despite the fact that we know that Americans who live in the most poverty dense areas are most prone to obesity. In fact, counties with poverty rates of greater than 35 percent have obesity rates 145 percent greater than wealthier counties (Levine 2011) . This example serves to underscore that the problem is rooted in intergenerational poverty and the impact of "market forces," and as such, it must be addressed in those terms. Solutions to the problem of obesity and diet-related disparities are likely to require a much more comprehensive approach that looks not only at the built environment, but also at the social landscape and macroeconomic policies.
